Individual and group vulnerabilities of HIV positive people generally result from social, cultural and political factors. The vulnerabilities should be analyzed taking into account the individual and social dimensions, and the policies behind patient care and treatment. Vulnerabilities have three interdependent dimensions: the social, the individual and the programmatic dimension. The aim of this study was to analyze the social, individual and public policy contexts that affect the vulnerabilities of women living with HIV/AIDS in the Recôncavo da Bahia. This was a qualitative and descriptive research, and data were obtained by means of a semi structured interview applied to 26 women that attended the Centro de Testagem Viva Vida. From the women's statements it may be concluded that in terms of social, individual and programmatic vulnerability all of them experienced fear of death, discrimination, stigma and prejudice. It was also observed that with regard to heterosexualization, interiorization, feminization, impoverishment and blackening the disease has in the Recôncavo the same profile it has nationwide. 
VULNERABILIDADES DE

INTRODUCTION
The factors that spread the Human
Immunodeficiency
Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS) epidemic are closely related to the highly hierarchical social organization of genre and sexuality structures (PANARRA et al, 2017) .
For Bastos (2000) the central point of the feminization of the HIV/AIDS epidemic is due to genre which determines an unequal treatment of individuals in a macro and micro social dimension that includes political, cultural, social and economic aspects that result in the lack of fundamental rights, unequal power relations and differentiated access to material and symbolic goods.
Those differences are observed in the family, in partnerships and in the society, and are organized according to belief systems and value codes. These inequalities generally have social effects that multiply the risks faced by women.
Thus, genre roles might affect behaviors that increase the HIV infection risk or inhibit prevention. According to several authors, male and female sexuality construction reflects inequalities that seriously affect women's vulnerability to HIV infection (PARKER, 2001 ).
Since the concept of vulnerability establishes relationships between individual illness and social context, it allows to extend health promotion and prevention activities.
Moreover, the information and model transmission in order to modify risk behaviors foster a social response that is capable of changing cultural, moral, political and economic aspects that form the basis of risk behaviors (PAIVA et al, 2002 
Epidemic feminization
Epidemic feminization started in the 1980' when the focus was on risk groups that included homosexuals, drug users and, later, sex professionals to whom the campaigns were directed. As we can see, women were not considered as part of the risk groups, conveying the false impression that the epidemic would not affect people outside these groups (PANARRA et al, 2017) .
However, women were infected by the virus from the beginning, and in the 1990' an increase in the number of infected women with single and fix partners was observed. This dilemma and the pressure of feminist movements resulted in the recognition of the illness as epidemic and in the realization that focusing on the risk groups was less important than understanding their behaviors and vulnerabilities (SILVA et al, 2013) . and those who did not sign the ICF were excluded.
The interviews were conducted at the CTASAE, which was considered a neutral environment free from family interference, from
September to November 2014 on the day and at the time of the participants' medical appointment.
The sample size followed the concept of saturation, i.e. no further participants were interviewed when due to content repetition no further information could be collected.
Since the answers obtained during the interviews were manifold, they were organized in groups with similar characteristics previous to their analysis, which was based on vulnerabilities.
The present study followed the ethical 
RESULTS AND DISCUSSION
Women's Profile
The age of women living with HIV/AIDS varied between 18 and 60 years old. Fifteen women were in the 18-34 age bracket and 9 were 35 to 49 years old. With regard to the marital status, 12 women stated they were married, 7 said they were single, 4 were widows, one was divorced, and one was in a common-law marriage.
In terms of color/race 13 women defined themselves as black, 10 as mulattos and 3 as white. Schooling is one of the most important indicators to determine the health level of a population. From the 26 interviewed women only 11 finished elementary school and 08 had a high school degree (Table 1) .
For people living with HIV/AIDS religion helps them to cope with the disease, as shown by the answers collected during the interviews. The majority of women (17) were catholic, 07 evangelic, 01 belonged to candomblé 1 , and only one said she had no religion. When asked about their jobs, 08 (30.8%) women said they were housewives and 05 (19.2%) were farmers. As can be concluded from their professional profile, the interviewed women had low or no incomes.
Twenty of them received the statutory minimum wage, 02 received more than the minimum wage, 02 less than the minimum wage and 02 had no income ( Table 1 ).
The 26 interviewed women said they were heterosexual, and all reported having been sexually contaminated, not by drugs, transfusion or occupational accident. The time elapsed to discover the HIV status is important to assess the 1 Afro-Brazilian religious community patient's health profile. The sooner the HIV is diagnosed, the higher the chances of starting treatment before the onset of opportunistic infections. In the present study 14 (53.8%) women had found out they were contaminated six months to a year before the interview, and with regard to the immunologic status, 18 women had AIDS and 8 were HIV-infected (Table 2 ).
The HIV/AIDS epidemic requires a thorough research on all the factors that directly affect women's vulnerability in different ways.
Thus, in the next section we will discuss the social, individual and programmatic dimensions related to women's vulnerability in order to better understand HIV/AIDS from a phenomenological point of view in the Recôncavo da Bahia. 
Individual vulnerability
In the present study the speech of the interviewed women reveals that trust, romanticism and genre power ratifies individual vulnerability: In the health-disease process color recognition is important, since historically afrodescendants were deprived of essential services, such as education, which results in discrimination, racism and social inequalities that directly affect their quality of life. And as it is well-known, low level of education is an important factor, because it limits the access to information on which the HIV/AIDS prevention attitudes depend (LOGIE et al, 2016) .
I don't know the rights I have (E 01). I don't know the rights a HIV woman has, I just know my rights about delivery (E 02). I don't know and I think the politicians don't want us to know, so they have less work to do (E 22
Still according to Santos (2014) We can´t deny the existence of programmatic vulnerability. However, with regard to health and group public policies genre actions concerning men and women in their cultural and regional diversity should be the primary focus, because the HIV/AIDS epidemic has multiple faces and contexts.
We would like to emphasize that programmatic vulnerability is a strong iniquity indicator for this group, since they are not offered -or the offer is insufficient -the right to health and access to treatment. In terms of vulnerability women´s empowerment concerning their place and position in genre relationships is mandatory and urgent.
It is of the utmost importance that the interventions in this group take into account not only the knowledge about the infection, but also genre issues, moral values, risk self-perception and social and economic matters. To reach these objectives prevention strategies must be adopted to address the epidemic. Moreover, the women´s physical, psychological and cultural needs should be met.
